The hospital discharge is a handoff, ripe embedded structural risks and hazards that can result in passive or active failures among Bsharp end[ providers. These failures can result in medical errors and an array of postdischarge adverse events. There are now emerging data to suggest that postdischarge-related adverse events and rehospitalizations can be reduced through interventions at the time of hospital discharge. This article reviews the modifiable components of the hospital discharge process related to adverse events and rehospitalizations, including those relating to the characteristics of the hospital, patient, and clinician. Using multimethod analysis, our group described the principles thought to be important to the discharge process and delineated what we now call the reengineered discharge, a set of 11 discrete and mutually reinforcing components that we believe should be consistently part of every hospital discharge. Finally, we discuss the work or the National Quality Forum Consensus Standards Maintenance committee who, in 2006, added the hospital discharge as one of its Bsafe practices for better healthcare.[
T he hospital discharge is poorly standardized and is characterized by discontinuity and fragmentation of care. Lack of coordination in the handoff from the hospital to community care, growth of the hospitalist movement that contributes to handoffs, 1 gaps in social supports, high rates of low health literacy, and poor delineation of discharge responsibilities among hospital staff (often those early in training)Vall place patients at high risk of postdischarge adverse events (AEs) and rehospitalization. 2Y4 These problems are compounded by the length of the typical primary care visit in the United States, which is 18 minutes, and do not allow adequate time to become familiar with the details and issues of the recent hospitalization. 5 These visits must be added to already overbooked schedules at the time of discharge and frequently occur without access to a discharge summary or to diagnostic and procedural reports. 6, 7 Thus, the hospital discharge is a handoff, ripe with embedded structural risks and hazards that can result in passive (i.e., latent conditions or system failures) or active failures among Bsharp end^providers. These failures can result in medical errors 8 and an array of postdischarge AEs 9, 10 including the development of new or worsening symptoms and unplanned rehospitalizations, and expose patients to iatrogenic risks and increased costs. There are now emerging data to suggest that postdischarge related AEs and rehospitalizations can be reduced through interventions at the time of hospital discharge. 11 Any attempt to improve the hospital discharge with the aim of reducing AEs and rehospitalizations even by a few percent would have profound effects on the financing of health care. 12Y15 There were over 38 million discharges in the United States in 2003 at a cost of over 753 billion dollars, 16 with patients requiring recurrent hospitalization accounting for 13% of the total population of hospitalized patients but using up to 60% of resources. 17 Eliminating 4.7% of hospitalizations, a conservative estimate of the rate of inappropriate hospitalization, would save $5.1 billion annually. 18 This article reviews the modifiable components of the hospital discharge process related to AEs and rehospitalizations and discusses the development of a package of discharge services that has been designed to minimize discharge failures. Finally, the recently released National Quality Forum (NQF) Safe Practice on the Hospital Discharge is discussed.
STUDIES RELATED TO PATIENT SAFETY AT HOSPITAL DISCHARGE
Factors which contribute to medical errors at the time of hospital discharge can generally be divided into 3 types: (1) those relating to the characteristics of the hospital care system, (2) those relating to the patient_s characteristics, and (3) those relating to the clinician_s characteristics ( Figure 1 ).
Hospital Care Systems Issues
Hospital care systems issues that address the discharge process include the following: (a) processes put in place to facilitate communications between the patient_s data and those involved in aftercare, most notably the primary caregiver; and (b) those systems built to support the therapeutic aftercare of the patient. A major component of the latter surrounds the need for reduction of AEs, particularly with respect to medications, ensuring the availability of medications to patients and facilitating follow-up with providers of health care, tests, and home services.
The importance of the continuity and quality of discharge patient information has been well described. Although the discharge summary is not the only tool for discharge communications, it does function as a significant portion of it. In a Canadian cohort of over 4600 patients, there was a trend toward lower rehospitalization rates if the primary care physician (PCP) had received a copy of the discharge summary before the posthospitalization visit. 6 Other authors corroborate the deficits in the information transfer between the inpatient and outpatient settings.
19Y21 A systematic review of information transfer from inpatient to outpatient caregivers by Kripalani et al 22 revealed that discharge summaries varied in structure, might take up to a month to arrive at the PCP_s office, and were frequently incomplete. In addition, at least two thirds of patients saw their physicians in follow-up before the summary was received.
These deficiencies raise the question of whether it would be useful for the inpatient caregiver to provide the initial posthospitalization care personally or whether close and frequent follow-up by primary caregivers can trump the communication issues above and reduce unplanned rehospitalizations. To address the first question, van Walraven et al 23 examined the impact on readmission if a patient was seen after discharge by the inpatient physician as opposed to a specialist or community physician. Using an administrative database, 938,833 discharges were screened and revealed a 5% relative decrease in death, and nonelective readmissions occurred in patients seen by their inpatient caregiver.
The latter issue of whether increased access to primary care providers after discharge could improve rehospitalization rates was addressed by Weinberger et al 24 in a study of Veterans Administration patients. In this study, nearly 1400 patients were randomized to usual care versus having a nurse and PCP visit the patient near the end of the hospitalization and then within the first week after discharge. Despite these interventions, there was a higher monthly rehospitalization rate in the intervention group (19% versus 14%; P = 0.005) and more days spent in the hospital (10.2 versus 8.8; P = 0.041). Although there was no clear improvement in their reported quality of life, they did note increased patient satisfaction with the intervention group. Nonetheless, this was a single study of a veterans_ population, so its applicability to a broad general population remains in question.
In a study of the importance of planned follow-up postdischarge, Einstadter et al 25 evaluated the impact of having a nurse case manager arrange postdischarge follow-up appointments. Although more patients left the hospital with an appointment (63% versus 46%; P G 0.001) and attended the follow-up (32% versus 23%; P G 0.03), the intervention did not demonstrate any benefit on emergency department use or unplanned rehospitalizations at 30 days.
Another major hospital system issue, central to creating a successful discharge, is the prevention of AEs after discharge. Forster et al 10 reviewed medical charts and conducted structured telephone interviews with patients 3 weeks after discharge and concluded that between 20% and 25% of patients experienced an AE during the transition from the hospital to home. Furthermore, approximately one third of AEs are associated with disability, and half of them are associated with the use of additional health services. One third of the AEs were deemed preventable. As Lilford et al 26 pointed out, measuring error rates by tracing back from AEs likely underestimate error rates because most errors do not lead to AEs. Improving discharge systems requires an understanding of the types of errors that occur so that systems can be designed or modified to prevent or minimize the potential harm that can result from those errors. 27 The most prevalent postdischarge AEs are medication related, also known as adverse drug events (ADEs) (Figure 2 ). The flow of medications through and after a hospitalization is complex. At admission, a care provider creates an accurate list of the patient_s prehospitalization medications. If an accurate list is not compiled, the correct medications may not be given during the hospitalization, and the patient may have medications at home which he/she independently restarts after discharge. During the hospitalization, medication changes may occur because of clinical conditions, formulary issues, and so on. Medication reconciliation at the time of discharge should adjust for these changes. After discharge, the accuracy of patient_s medication-taking habits is dependent on his/her understanding of which ones to take and which not to and his/her access to obtaining them. Failure of medication-taking habits can lead to readmission before or at the time the patient is seen by his/her physician. If medication changes at the outpatient physician contact are not communicated to the patient and/or are not in an accessible medical record, an accurate medication list may not be readily compiled by the inpatient team at admission, leading to reconciliation errors.
Two thirds of ADEs are caused by an error in drug ordering or prescription filling, 28 reinforcing the need for systematic approaches to reducing this form of error. Computerized physician order entry (CPOE) may improve prescribing accuracy and reduce errors, 29 especially if it includes decision support, 30 although not all published studies are conclusive about CPOE_s benefit, 31 with some errors being occasionally caused by CPOE. 32 No studies evaluate CPOE_s effects after discharge, although computerized prescription generation reduces the known handwriting-associated errors that occur. 33 Additionally, certain medications seem to confer particularly high risk of postdischarge ADEs. Corticosteroids, anticoagulants, diabetic medications, antibiotics, and narcotic analgesics are associated with higher risk of ADEs and therefore demand close attention. 28 One of the mechanisms for beginning to address some of the systems issues above and some of the patient-and clinician-related issues (see below) is the institution of discharge planners, which began in the United States in 1983. 34 The discharge planning role may include addressing postdischarge services, medications, and equipment needs; setting up follow-up appointments; coordinating with families; and providing some education to patients about the transition home. Despite this role, the literature on the impact of discharge planning is variable.
According to the Cochrane Review of discharge planning, 35 the impact of this program on general medical or surgical populations, with respect to readmission prevention, is small if it exists at all [readmission odds ratio, 0.91 (95% confidence interval, 0.67 to 1.23)]. This review excluded discharge planning studies that involved postdischarge interventions. Additionally, length of stay and mortality also did not seem to statistically change with discharge planning, although costs associated with hospitalization may be lower.
Despite this sanguine analysis on discharge planning, numerous authors have evaluated more advanced interventions that incorporate some of the roles of the discharge planner and extend the connection to the posthospitalization period using various adjunctive techniques to bridge this vulnerable transition.
For example, Dudas et al 36 implemented a postdischarge follow-up phone call after discharge. In this randomized trial, general medical patients received a phone call from a pharmacist approximately 2 days after discharge. In this interventions group, the authors demonstrated that 19% of patients had not filled all of their prescriptions, and the pharmacists were able to intervene. They also demonstrated improved patient satisfaction with medication education and reduced emergency department visits (10% versus 24%; P = 0.005). There was a trend toward fewer rehospitalizations at 30 days as well (15% versus 25%; P = 0.07).
In another study on the impact of pharmacists on discharge, Schnipper et al 37 developed a randomized trial comparing pharmacists counseling general medical patients predischarge and postdischarge to prevent medication-related problems versus usual care. This study revealed a reduction in preventable ADEs in the intervention group (1% versus 11%; P = 0.01) and preventable medication-related readmissions or emergency department use (1% versus 8%; P = 0.03), although there was no difference in overall hospital use.
Home visits postdischarge by a pharmacist have demonstrated mixed results. In the HOMER trial, 38 pharmacists made home visits to recently discharged patients older than 80 years and made interventions on approximately 1 of 5 to prevent drug reactions or interactions, and they averaged 2.58 recommendations per patient visited. Nonetheless, the intervention group had 30% more readmissions than the control group (P = 0.009). In a similar study of follow-up by pharmacists_ home visits, Nazareth et al 39 failed to show any harm or benefit of this intervention. In a study by Al-Rashed et al, 40 which focused more on predischarge pharmacistbased counseling of elderly patients, with a follow-up visit by a research pharmacist postdischarge, revealed fewer unplanned visits to the patient_s general practitioner and rehospitalizations. Nurse-and physician-based follow-up interventions have also been reported. Naylor et al, 41 found that geriatric nurse specialists, who were involved during the hospitalization of geriatric medical patient and after discharge with home visits, effectively reduced acute rehospitalizations (4% versus 16%; P = 0.02). Cumulative data until 6 weeks showed a reduced rate (10% versus 23%; P = 0.04) predominantly because of this early effect; these differences disappeared by 12 weeks. Patients with acute strokes benefited from physician visits postdischarge with lower rehospitalization rates (26% versus 44%; P = 0.028). 42 Coleman et al 11 have shown improved outcomes by using a Btransition coachn urse to assist the elderly patients through the discharge period. This study will be further explored below (see Patientrelated Issues section).
Additional interventions to improve discharge success rates are described in other disease-specific studies. Elderly patients with heart failure also seem to benefit from discharge planning with postdischarge-continued interventions according to a metaanalysis by Phillips et al. 43 At a median of 8 months of follow-up, intervention patients were 25% less likely to be readmitted and reported having improved quality of life. Blue et al 44 also demonstrated decreased readmission rates in heart failure patients with a specialist nurseYbased postdischarge intervention. Conversely, Kwok et al 45 failed to demonstrate readmission benefits from nurse home visits in elderly patients with chronic lung disease.
Patient-Related Issues
Although there are a number of trials examining nonmodifiable patient factors that contribute to readmission, 46Y49 there is less available data examining patientrelated factors that can be targeted for potential safety improvement at discharge time. Two such areas that have been looked at in the literature are levels of literacy and adherence rates to treatments and follow-up.
A patient_s level of literacy (both general and health literacy) may contribute to the risk of hospitalization. 50 Although it has been shown that lack of follow through with discharge treatment plans results in an increased incidence of rehospitalization, 51, 52 there is only limited literature directly investigating the contribution of literacy on readmission rates. Baker et al 53 studied 3260 patients enrolled in a Medicare-managed care plan. During the 2-year study, approximately 30% of patients were admitted to the hospital at least once. Individuals with inadequate or marginal literacy were more likely to be readmitted after an index admission than those with adequate literacy skills (19.9%, 17.8%, and 14.0%, respectively; P G 0.001). An earlier study of a public urban hospital demonstrated inadequate literacy as a risk factor for readmission, whereas moderate and adequate literacy were not. 54 Data also suggest that patients poorly prepared for discharge might have more AEs. 55 Additionally, patients who are unable to remember a discussion with their care provider about the side effects of their medications are at a three-fold greater risk of experiencing an AE than patients who recall such information. 56 These factors, however, may have more to do with physician communication skills and the patient_s cognition than strictly literacy. As previously noted, 36Y45 (see Hospital Care Systems Issues section), interventions to assist the patient in bridging the transition from hospital to aftercare have had variable outcomes. One recently published patient-centered success was by Coleman et al 11 entitled the BCare Transitions Intervention^(see www.caretransitions.org). The central principle of this intervention in elderly medical patients transitioning from the hospital to either a nursing facility or home with home care is that patients and their caregivers need to be assisted in and empowered to take charge of their medical care as active participants. To do so, patients in the intervention group were provided with a Btransition coachŵ ho was a nurse whose job was to assist the patients in 4 primary areas called the B4 pillars.^These include the following: medication self-management to facilitate adherence, maintenance of a personal health record, timely followup with their primary care and subspecialty caregivers, and knowledge of complications to look out for and manage them if they occur. This intervention was operationalized through the creation of a personal health record and with visits and follow-up phone calls. Note that the coach_s job was to facilitate the patient_s getting the services and care needed, not to perform care activities for the patient. In this randomized controlled trial, Coleman et al 11 were able to reduce rehospitalization rates at 30 and 90 days, including rehospitalization for the same diagnosis as on the index admission, and decrease hospitalization costs at 180 days.
Clinician-Related Issues
Potentially modifiable clinician-related issues related to discharge focus on the quality and effectiveness of patient communications and the efficient transfer of patient data and information to subsequent caregivers. For example, discharge resumes for which there is no widely accepted standard of form or content, frequently lack critical data that are available but not transmitted to the PCP. 57 The resultant gaps and fragmentation in discharge information transfer may contribute to medical errors and may lead to rehospitalization. Additionally, the comprehensibility of the clinician_s discharge instructions to the patient may also have impact on the success of the discharge, although data surrounding this specific question are lacking. It is clear, however, that patient recall and understanding of their discharge medications and diagnoses are suboptimal. 58, 59 If adherence to prescribed treatment plans is at least in part dependent on patient understanding of their illness and treatments prescribed, it is logically hypothesized, but not clearly proven in the inpatient literature, that poor patient comprehension may result in poor adherence, which may lead to preventable rehospitalization.
Contributing to this lack of understanding may be a differential perspective of how much caregiver time and effort is being put into educating the patients about these critical issues at discharge. Calkins et al 60 studied 99 patients and their physicians at an academic center to assess if there was an agreement as to the amount of time the physician spent talking about discharge issues with the patient. According to this study, physicians overestimatedVrelative to the estimates of the patientsVthe amount of time spent in these discussions. Physicians also overestimated the patient_s understanding of their medications.
Inpatient-to-outpatient clinician communication is important to prevent handoff errors. The use of hospitalists, or other clinicians who are not the primary care providers for the patient, on the inpatient service leads to the increased need for personal and systematic vigilance to avoid information loss at transitions of care like discharge. 61 Moore et al 62 addressed rehospitalization rate caused by discontinuity of care from inpatient to outpatient settings. In this study of 86 patients followed postdischarge to evaluate for medication continuity errors, test follow-up errors, and workup errors, investigators identified that 49% of patients had one or more of these types of errors. In this study, the outpatient providers did not provide the inpatient care, suggesting that a failure of continuity of care may have been partially responsible for these errors. Roy et al 63 subsequently evaluated 2644 patient discharges from a medical service. They found that 41% of discharged patients had results that were scheduled to return after discharge. One third of the results were considered significantly abnormal; of these, approximately a quarter (9.4% of the original sample of results) were deemed actionable. Surveys on physicians responsible for the patients care, both inpatient and outpatient, demonstrated that 62% of physicians were unaware of these actionable results. The study, like the Moore study, however, did not directly address the impact of clinician errors on rehospitalization.
As previously noted, 6 continuity of care across the discharge period may have impact on unplanned hospital use. Diem et al 64 addressed this question somewhat by examining the impact of a postdischarge clinic in which a member of the inpatient care team saw the patient in a clinic after discharge. Compared with usual care, patients who attended the postdischarge clinic had a lower emergency department use (20.8% versus 28%; P = 0.006), although readmission rates did not differ. It is unclear, however, whether it was the proximity of the postdischarge clinic follow-up or the personal knowledge of the patient_s inpatient course or both which made the difference.
When taken in their entirety, the reviewed literature supports the following conclusions: (1) the current hospital discharge process is not standardized; (2) postdischarge information transfer to the accepting provider is often inconsistent and delayed, and the quality is often inadequate; (3) providing high-quality information to the postdischarge accepting provider might lower rehospitalization rates; (4) AEs after discharge are common and up to one third are preventable; (5) tests pending at the time of discharge are often not adequately followed up; (6) the most common postdischarge AEs are medication related; (7) postdischarge telephone calls by pharmacists and nurses may decrease postdischarge AEs and hospital use; (8) patients who remember discussions about discharge medications at discharge may have fewer AEs; (9) providing information at the appropriate literacy level could reduce postdischarge hospital use; (10) discharge planning (usually related to posthospital placement) and case managers making posthospital appointments without addressing other components of the discharge do not seem to improve postdischarge outcomes and could increase posthospital use and costs; (11) it seems important to involve the patient throughout the care transition and empower the patient to participate in his/her care; and (12) there is a paucity of data on well-designed comprehensive hospital discharge programs.
COMPONENTS OF A COMPREHENSIVE HOSPITAL DISCHARGE
With the above literature review in mind, our group studied the hospital discharge process at our institution. 65 We first used the techniques of root cause and qualitative analysis 66 to study the systems and processes related to those patients frequently admitted to the hospital. These data were used to identify specific failures of the hospital discharge system that could inform our design of a reengineered discharge (RED) process. We then used an iterative group process to produce a process map. 67 Our goal was to map the steps of the discharge process to determine what the process actually looks like. We then reviewed the map with senior administrators, physicians, residents, nurses, and ancillary staff and revised it based on their feedback. From this, we then began to investigate what worked, what did not, and how we could improve the process. We identified TABLE 1. The Principle Themes of the RED Process 1. There must be explicit delineation of roles and responsibilities. 2. Waiting until the discharge decision is made before beginning the discharge process is error prone. 3. Patient education must occur throughout the hospitalization, not only at the time of discharge. 4. Information must flow reliably from the PCP, to the hospital team, among the hospital team, and back to the PCP. 5. Information to be included in the discharge résumé (summary) should be available when it is prepared. The discharge résumé must be completed before discharge and updated at the time of discharge. Waiting days or weeks leads to errors. 6. Every discharge must have a written discharge plan that is comprehensive in scope and addresses medications and other therapies, dietary and other lifestyle modifications, follow-up care, patient education and health literacy improvements, and instructions about what to do if their condition changes. 7. Every discharged patient should have a comprehensive discharge plan completed before discharge, and a copy should be provided to the patient at discharge. 8. All patients should have access to his/her discharge information in their language and at their literacy level. 9. Patients at risk for rehospitalization should have the discharge plan reinforced after discharge. 10. All information about the admission must be organized and promptly delivered to the PCP. 11. Efficient and safe hospital discharges are significantly more challenging if the case management staff are available only during limited daytime hours. 12. Discharge processes must be benchmarked, measured, and subject to continuous quality improvement programs. and categorized potential failures, the likelihood of making a mistake, and potential consequences of the error. We then identified any processes that could help detect errors before they occur and suggested an action plan for each potential failure that could cause significant consequences. The group then gathered together to redesign our discharge process. Members were instructed to use the information known in the literature, knowledge from the above analyses, and their creativity to develop a new discharge process. Each of the groups then described their new map and the themes or principles thought to be important to the discharge process (Table 1) . From this list of principles, we delineated what we now call the RED, a set of eleven discrete and mutually reinforcing components that we believe should consistently be part of every hospital discharge ( Table 2 ). The principles and processes derived from this reengineering are the subject of ongoing randomized controlled trials (Agency for Healthcare Research and Quality ClinicalTrials.gov Identifier: NCT00252057; National Heart, Lung, and Blood Institute ClinicalTrials.gov Identifier: NCT00217867).
NQF SAFE PRACTICE ON THE HOSPITAL DISCHARGE
In 2006, the NQF Consensus Standards Maintenance committee was charged with the task of updating the Safe Practices for Better Healthcare developed in 2003. The committee recognized the critical importance of the transition point of discharge and decided to expand a preexisting practice from a focus on promoting accurate communication about treatment and procedures to a broader comprehensive approach to hospital discharge that would be evidence based and patient centered and target existing systems failures. 67 A thorough evidence-based review of the domain was undertaken by the committee, followed by consultation of a number of subject matter experts. The Safe Practice regarding discharge systems ultimately paralleled the components of the RED that are detailed above.
A harmonization approach was undertaken by the committee to synchronize the practices across the pertinent requirements or initiatives of the Joint Commission for Accreditation of Healthcare Organizations, the Centers for Medicare and Medicaid Services, the Agency for Healthcare Research and Quality, the Leapfrog Group, and the Institute for Healthcare Improvement. This harmonization : make appointments with input from the patient regarding the best time and date of the appointment.
: coordinate appointments with physicians and for testing and other services.
: discuss reason for and importance of physician appointments.
: confirm that the patient knows where to go and has a plan about how to get to the appointment; review transportation options and other barriers to keeping these appointments. 3. Discuss with the patient any tests or studies that have been completed in the hospital and discuss who will be responsible for following up the results. : Explain what medications to take, emphasizing any changes in the regimen.
: Review each medication_s purpose, how to take each medication correctly, and important side effects to watch out for.
: Be sure that the patient has a realistic plan about how to get the medications. 6. Reconcile the discharge plan with national guidelines and critical pathways.
Review the appropriate steps on what to do if a problem arises
: Instruct on a specific plan of how to contact the PCP (or coverage) by providing contact numbers for evenings and weekends.
: Instruct on what constitutes an emergency and what to do in cases of emergency. 8. Expedited transmission of the discharge résumé (summary) to the physicians (and other services such as the visiting nurses) accepting responsibility for the patients care after discharge that includes the following:
: reason for hospitalization with specific principal diagnosis, : significant findings [when creating this document, the original source documents (e.g., laboratory, radiology, operative reports, and medication administration records) should be in the transcriber_s immediate possession and be visible when it is necessary to transcribe information from one document to another],
: procedures performed and care, treatment, and services provided to the patient,
: the patient_s condition at discharge, : a comprehensive and reconciled medication list (including allergies), : a list of acute medical issues, tests, and studies for which confirmed results are pending at the time of discharge and require follow-up, and
: information regarding input from consultative services, including rehabilitation therapy. 9. Assess the degree of understanding by asking them to explain in their own words the details of the plan.
: May require removal of language and literacy barriers by using professional interpreters.
: May require contacting family members who will share in the caregiving responsibilities. 10. Give the patient a written discharge plan at the time of discharge that contains the following:
: reason for hospitalization;
: discharge medications including what medications to take, how to take them, and how to obtain the medication;
: instructions on what to do if their condition changes; : coordination and planning for follow-up appointments that the patient can keep; and : coordination and planning for follow-up of tests and studies for which confirmed results are not available at the time of discharge. 11. Telephone reinforcement of the discharge plan and problem solving 2Y3 days after discharge.
TABLE 2. (continued)
Greenwald et al effort coined Bthe 4 C_s^across each of these organizations was composed of a crosswalk of requirements, cross language or synchronized descriptions where possible, cross credit opportunities, and cross communication of common performance targets. This set of processes was undertaken to establish the new discharge practice that was ultimately developed, providing a clear road map for hospitals to follow that will satisfy a common set of requirements of major purchasing, accrediting, and quality organizations.
In summer of 2006, the practice was provided to the national health care community for review and input for revisions. Substantial input from providers and purchasers was obtained, and the practice was slightly revised. In October of 2006, the national members of the NQF voted to endorse the practice, and the NQF-endorsed practice became a national standard.
The stated objective of the practice is Bto ensure that effective transfer of clinical information to the patient and ambulatory clinical providers occurs at the time of discharge from the healthcare organization.^6 8 ''A 'Discharge Plan' must be prepared for each patient at the time of hospital discharge, and a concise discharge summary must be prepared for and relayed to the clinical caregiver accepting responsibility for postdischarge care in a timely manner. Organizations must ensure that there is confirmation of receipt of the discharge information by the independent licensed practitioner who will assume the responsibility for care after discharge.'' & BDischarge Policies and Procedures should be established, resourced, and address: : Explicit delineation of roles and responsibilities regarding the discharge process; : Preparation for discharge occurring with documentation throughout the hospitalization; : Reliable information flow from the PCP or referring caregiver, on admission, to the hospital caregivers and back to the PCP after discharge using standardized communication skills. : Completion of discharge plan and discharge summaries before discharge; : Patient or, as appropriate, family perception of coordination of discharge care. Children_s hospitals, specialty hospitals, small and rural hospitals, and outpatient testing facilities were addressed through the following: BThough small and rural hospitals are resource constrained, the transmission of appropriate discharge information is often times even more important because many patients receive part of the diagnostic workup in small communities and then require more complex care in larger centers. Such information transfer can be vital to patient safety bidirectionally Vboth when patients go to larger centers and when they come back to be seen by primary practitioners in their home communities. Patients must have access to their records to help with the transfer of information. 68 All requirements of this practice are applicable to children_s health care settings. BPatients need access to medical records to facilitate the transfer of information, especially in the case of young children who cannot communicate the information to caregivers.^6 All requirements of this practice are also applicable to specialty hospitals. BSuch hospitals must transmit medical records and critical care information since patients will likely be admitted to other centers when they have conditions not addressed by specialty hospitals. Diagnostic test and procedural information can have direct and substantial impact on future treatment.^6 8 BImaging and other test facilities providing services to patients receiving care by other organizations must address closure of communication loops regarding test results. Incomplete closure can lead to missed and delayed diagnosis. Incomplete access to prior tests leads to less than optimal interpretation of such studies. When such diagnostic services are provided to patients while in acute care or extended care facilities, requiring transportation off-site, significant opportunities for breakdowns in information loops exist leading to incomplete discharge information sets.^6 8 
Recommendations by Other Groups
In 1996, the American Medical Association_s Council on Scientific Affairs published an evidence-based review of the discharge process and, from this analysis, identified principles that should be incorporated in the discharge process. These include the following: (1) discharge criteria should be based on data regarding Bphysiological, psychological, social, and functional needs^; (2) Ban interdisciplinary team is necessary for comprehensive planning to meet the patient_s needs^; (3) Bearly assessment and planning should be organized^to ensure that services are prepared at discharge; (4) postdischarge medical care should be arranged before discharge; (5) patient and caregiver should be able to demonstrate an understanding about and capacity to perform the care required after discharge; and (6) Bcoordinated, timely and effective communication between all health professionals, caregivers, and the patient is essential and should be well established before discharge.^6
Since then, organizations like the Institute for Healthcare Improvement 70 and the Joint Commission for Accreditation of Hospital Organizations 71 have addressed aspects of the discharge process in their statements on medication reconciliation. Neither addresses the discharge process in a comprehensive manner. In 2006, the Society of Hospital Medicine released the BIdeal Discharge for the Elderly Patient: a Hospitalist Checklist.^7
2 This document represents a consensus statement of hospital medicine physicians and pharmacists; process improvement, health quality, and patient safety specialists; and care transitions researchers and was produced after extensive literature and peer review. It is intended as a best practices and practical guide to assist clinicians with improving the safety of the discharge process for elderly patients.
CONCLUSIONS
The hospital discharge is a prototypical condition for the patient safety movement. It is common and risky but nonstandardized from patient to patient and hospital to hospital. Responsibility for its implementation is fragmented among many hospital staff. Adverse events occur in approximately 1 of 5 discharges 9 that may lead to preventable hospital use. These factors result in extraordinarily high and unnecessary health care costs. As discussed in this paper, there is emerging data to show that providing a standardized discharge will decrease the number of postdischarge AEs and rehospitalizations. Randomized controlled trials are now underway to test the components of the RED described in this paper. These studies will be completed in 2007 and will help us to determine if improving the process and content of hospital discharge is one of the right roads to improved quality. We are delighted to announce that the Journal of Patient Safety has graciously given us permission to distribute copies of recently published articles to you in the interest of helping you adopt the National Quality Forum Safe Practices for Better Healthcare -2006 Update.
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